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STATE PLAN u n d e r  TITLE XIX OF THE SOCIAL SECURITY ACT 
m e d i c a l  ASSISTANCE p r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  3.1-A 
Page In  

AMOUNT, d u r a t i o n  AND SCOPE OF 
SERVICES PROVIDED Revised: April 1,2002 

CATEGORICALLY NEEDY 

4.b.EarlyandPeriodicScreening and Diagnosis of IndividualsUnder 21 Years of Age,andTreatment of 
Conditions Found. (Continued) 

(13) psychology Services 

(1) ServicesarelimitedtoeligibleMedicaidrecipients in the Child Health Services (EPSDT) 

Program. . 

(2) Servicesmustbeprovidedbyalicensedpsychologistandprescribedby a physician. 

Outpatient Psychology services areas follows: 

a. Diagnosis 

b. 	 Diagnosis - Psychological test/evaluation 

TestingC. Diagnosis - Psychological Battery 

d. Interpretation of Diagnosis 

e. CrisisManagement Visit 

Outpatient - Therapyf. Individual Session* 

g. Marital/Family Therapy" 

h. 	 Individual Outpatient - Collateral Services* 

Outpatient - Group1. Group Therapy* 

* Effective April 1,2002, these services require prior authorization for eligible medicaid 

recipients under age 21 to determine and verify the patient's need for services. 



STATE PLAN u n d e r  TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 1u 
STATE a r k a n s a s  

a m o u n t  DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: April 1,  2002 

CATEGORICALLY NEEDY 

4b.Early	andPeriodic ScreeningandDiagnosisofIndividualsUnder 21 Years of Age,andTreatment of 
Conditions Found. (Continued) 

Services18. Rehabilitative (continued) 

Mental Services1. School-Based Health (continued) 

f. ServicesCovered (continued) 

5. 	 Crisis Management Visit - An unscheduleddirectservicecontactbetween 
an identified patient and school-based mental health services provider 
personnel for the purpose of preventing an inappropriateor more restrictive 
placement. 

6. 	 Individual Outpatient* - TherapySession - Scheduled individual outpatient 
care provided by school-based mentalhealth services provider personnel 
to a patient for the purposesof treatment and remediation of a condition 
described in DSM-IV and subsequent revisions. 

7. 	 marital/family Therapy* - Treatmentprovidedtotwo or morefamily 
members and conducted by school-based mental health services provider 
personnel. The purpose of this service is the treatment and remediationof 
the recipient’s psychiatric condition and must address marital/family issues 
that have a direct impact on the symptoms experienced by the recipient. 

8. 	 IndividualOutpatient* - CollateralServices - A face to facecontact by 
school-based mental healthservicesproviderpersonnelwithother 
professionals, caregivers or other parties on behalfof an identified patient 
toobtain relevant informationnecessarytothepatient’sassessment. 
evaluation and treatment. 

9. 	 Group Outpatient* - GroupTherapy - A directservicecontact between a 
group of patients and school-basedmentalhealthservices provider 
personnel for the purposes of treatment and remediation of a psychiatric 
condition. 

* 	 Effective April 1, 2002, these services require prior authorization for eligible 
medicaid recipients under age21 to determine and verify the patient’s need for 
services. 

SUPERSEDES: TN- 00-13 
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MEDICAL ASSISTANCE PROGRAR.1 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPEOF 
SERVICES PROVIDED 

ATTACHMENT 3.1-A 
Page 1vvv 

Revised: April 1. 2002 

CATEGORICALLY NEEDY 

4b.Early	andPeriodicScreening and Diagnosisof Individuals Under21Years ofAge,andTreatment of 
ConditionsFound.(Continued) 

19.RehabilitativeServicesforChildren(Continued) 

(4) 	 A statement of the persons responsible for implementing the plan of care; 
and 

(5) . 	 A statement of the functional outcomes expected to be achieved though the 
provision of services and supports. 

2. 	 Therapeutic Foster Care - This residential service is provided to children whose plan of care 
indicates a need for a structured and consistent home environment in order to learn to 
manage their behavior. This twenty-four hour service consists of face-to-face interventions 
with a child to assist the child in understanding the consequencesof inappropriate behaviors 
and adhering to a behavioral routine which minimizes inappropriate behaviors and their 
consequences. This service is provided for the purpose of the development, restoration, 
and/or maintenance of thechild’s mental or emotionalgrowthandthedevelopment, 
restoration, and/or maintenanceof the skillstomanage hisher mental or emotional 
condition. 

3. 	 ResidentialTreatment - This residential serviceprovidestwenty-fourhourtreatment to 
children whose psychological or emotional problems related to neglect and/or abuse can best 
be restored byresidential treatment in accordancewiththechild’splan of care.The 
objective of this service is to assist the child in improving or maintaining hisher highest 
functioning level through individual and group therapeutic interventions to improve or 
maintain the skills needed to safely andsecurelyinteract with otherpersons, through 
symptom management to allow the child to identify and minimize the negative effects of 
psychiatric or emotional symptoms which interfere with the child’s personal development 
and community integration, and through supportive counseling with a child to develop. 
restore and/or maintain the child’s mental or emotional growth. 

PROVIDER qualification 

Rehabilitative services for children will be provided only through qualified provider agencies. 
programtied provider agencies must meet the following rehabilitative services for children criteria: 

1. 	 I lave full  access to all pertinent records concerning the child’sneeds for services including 
records ofthe Arkansas District Courts, local Children’s Service Agencies. and StateChild 
and Family Services Agency, 
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Revised: April 1, 2002 

CATEGORICALLY NEEDY 

4b.Early	and PeriodicScreeningandDiagnosis of IndividualsUnder 21 YearsofAge,andTreatment of 

Conditions Found. (Continued) 

20. RehabilitativeServicestoYouth(Continued) 

2. 	 Therapy - This non-residentialserviceprovidesforatherapeuticrelationshipbetween the 
clientanda“qualifiedtherapist”forthepurpose of accomplishingchangesthatare 
identified as goals in the case plan through the use of various counseling techniques. 
Services to specific individuals include: 

(a) Individual therapy,* 
(b)Group therapy,* 
(c) Family therapy* (youthincluded), and 
(d)Consultationwiththereferralsource. 

Qualifiedtherapist is defined as aMaster’slevelprofessional or Bachelor’s level 
professional supervised by a Master’s level clinician, or a Master’s level psychologist 
supervised by a Ph. D. level psychologist who is licensed in the Stateof Arkansas in either 
psychology, social work or professional counseling. To be considered as a “Qualified 
Therapist” the individual must bein good standing before the board to which or she is 
licensed. 

3 .  Emergency service servicesyouthShelter - This residential provides for whose 
circumstances or behavioral problems necessitate immediate removal from their homesor 
for youth released from a youth services facility who need temporary placement in the 
community until longtermresidentialarrangementscanbemade.EmergencyShelter 
services include: 

(a) 	 Additionalevaluation of thenatureandextent of ayouth’semotional and 
behavioralproblems,includingsocialassessmentpsychologicalevaluation. 
psychiatric evaluation and consultationwith the referring agency, and 

(b) Interventions to addresstheyouth’semotionalandbehavioralproblems. 

The extent and depth of services provided to a youth in the Emergency Shelter program 
depends upon the individual needs of the youth and the referral source. 

* 	EffectiveApril 1, 2002, these servicesrequirepriorauthorizationforeligiblemedicaid 
recipients under age 21 to determine and verify the patient’s need for services. 



STATE PLAN UNDER TITLE X IX OF THE SOCIAL SECURITY ACT a t t a c h m e n t  3.1-A 
MEDICAL ASSISTANCE P p r o g r a m  Page 1xxxx 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: April 1. 2002 

CATEGORICALLY NEEDY 

4b.Early	and PeriodicScreeningandDiagnosisofIndividualsUnder 21 YearsofAge,andTreatment of 
ConditionsFound. (Continued) 

20. RehabilitativeServices to Youth(Continued) 

4.TherapeuticFosterCare - Thisresidentialserviceprovidesintensivetherapeuticcare for 
childrenprovided in familyhomeswhichoperatewithinacomprehensiveresidential 
treatment system or as an adjunct to a mental health treatment program and for which a 
service fee is paid to specially trained foster families. Care givers who provide this service 
in their homes, if not specially trained, are specifically qualified to provide the service 
because they have aneducational or a professional background that attests to qualification 
equal to or greater than that of caregivers who have received special training. Childrento 
whom this service is provided have physical, emotional, or behavioral problems which 
cannot be remedied in their own home, in a routine foster parenting situation, or in a 
residential program. 

5 .  	 TherapeuticGroupHome - Thisresidentialserviceprovides twenty-four hourintensive 
therapeutic care provided in a small group home setting for youth with emotional andor 
behavior problems which cannot be remedied by less intensive treatment, as diagnosedby 
a qualified professional. The program is offered to prepare a juvenile for less intensive 
treatment, independent living, or to return to the community. 

6. 	 Residential Treatment - This residential service provides twenty-four hour treatment service 
available for up to oneyearforeachindividual,foryouth whose emotionaland/or 
behavioral problems, as diagnosed by a qualified professional, cannot be remedied in his or 
her own home. Residential Treatment services require the formulation and implementation 
of an individualized treatment plan with time-framed, measurable objectives for each youth. 

Qualifiedprofessional is defined as aMaster's level professional or Bachelor's level 
professional supervised by a Master's level clinician, or a Master's level psychologist 
supervised by a Ph. D. level psychologist who is licensed in the State of Arkansasin either 
psychology, social work or professionalcounseling. To be consideredasa "Qualified 
Professional" the individual must be in good standing before the board to which he or she 
is licensed. 

SUPERSEDES: TN- 98- 12 
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SERVICES PROVIDED 

ATTACHSENT 3.1-4 
Page 1yyyv 

Revised: April 1,  2002 

CATEGORICALLY NEEDY 

4b.Early	andPeriodicScreeningandDiagnosisof Individuals Under 21 Years of Age,andTreatment of 
Conditions Found. (Continued) 

2 1. Other PractitionersLicensed 

Certified Social Worker1. Licensed (LCSW) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 1 in the Child Health 
Services (EPSDT) Program. 

b. Servicesmustbeprovided by a licensed certifiedsocialworker(LCSW)whohas 
a Master's degreein social work from a graduateschool of social work accredited 
by the Council on Social Work Education (CSWE). The LCSW must be State 
licensed and certified to practice as aLicensed Certified Social Worker (LCSW) in 
theStateof Arkansasand in goodstandingwiththeArkansasSocialWork 
Licensing Board. 

C. A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary. Covered outpatient LCSW services are: 
1. Diagnosis 
2. Interpretation of Diagnosis 
3. Crisis Management Visit 
4. Individual Outpatient - Therapy Session* 
5 .  marital/family Therapy* 
6. Individual Outpatient - Collateral Services* 
7. Group Outpatient - Group Therapy* 

2. Licensed Professional Counselors(LPC) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 1 in the Child Health 
Services (EPSDT) Program. 

b. 	 Services mustbe provided by a licensed professionalcounselor(LPC)who must 
possess a Master's degreein mental health counseling from an accredited college 
or university. The LPC must be licensed as a Licensed Professional Counselor and 
be in good standing with the Arkansas Board of Examiners in Counseling. 

C.  A referral mustbe made by a Medicaidenrolledphysiciandocumentingmedical 
necessity. Covered outpatient L I T  services are: 
1. Diagnosis 
2. Interpretation of Diagnosis 
3. Crisis Management Visit 
4. Individual Outpatlent - Therapy session 
5 .  Marital/Family Therapy* 
6. Individual Outpatient - collateral services 
7. group Outpatient - Group Therapy* 
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a m o u n t  DURATION AND SCOPEOF 
SERVICES PROVIDED Revised: April 1. 2002 

CATEGORICALLY NEEDY 

4b.Early	andPeriodicScreeningandDiagnosisof Individuals Under 21 Years of Age,andTreatmentof 
Conditions Found. (Continued) 

2 1. OtherLicensedPractitioners(Continued) 

3.  LicensedMarriageand Family Therapist(LMFT) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 I in the Child Health 
Services (EPSDT) Program. 

b. 	 Services must be provided by a licensed marriage and family therapist (LMFT) who 
must possess a Master's degreein mental health counseling from an accredited 
college or university. The LMFT must be licensed as a Licensed Marriage and 
Family Therapist and ingood standing with the Arkansas Board of Examinersin 
Counseling. 

C. 	 A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary. Covered outpatient LMFT services are: 

1. Diagnosis 
2. Interpretation of Diagnosis 
3. Crisis Management Visit 
4. Individual Outpatient - Therapy Session* 
5 .  Marital/family Therapy* 
6. Individual Outpatient - Collateral Services* 
7. Group Outpatient - Group Therapy* 

22. SuppliesMedical 

1. MIC-KEY Skin Level Gastrostomy Tube andSupplies 

Effective for dates of serviceon or afterSeptember 1, 2000 MIC-KEYSkin Level 
Gastrostomy Tube and Supplies are covered for Medicaid eligible recipients underage 2 1. 
Services require prior authorization. The MIC-KEY kit is limited to two (2)per State Fiscal 
Year. Benefit extensions will be considered on a case by case basis based on medical 
necessity. 

* 	 Effective April I ,  2002, these services require prior authorization for eligible medicaid recipients 
under age 2 I to determine and verify the patient's need for services. 

SUPERSEDES: TN- O W L  




STATE PLAN UNDERTITLE XIX OF THE SOCIAL SECURITY ACT a t t a c h m e n t  3.1-A 
MEDICAL ASSISTANCE PROGRAM Page 61 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: April 1, 2002 

CATEGORICALLY NEEDY 

13. 	 Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere 
in this plan. (Continued) 

b. services - NotScreening Provided. 

services - NotC. Preventive Provided. 

d. ServicesRehabilitative 
1. 	 RehabilitativeServicesforPersonswithMentalIllness (RSPMI) 

Outpatienta. Acute Services 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

I 

1 

J 

Diagnosis 

Diagnosis - Psychological test/evaluation 

Diagnosis - Psychological Testing Battery 

Treatment Plan 

Interpretation of Diagnosis 

Diagnosis - Speech Evaluation 

Individual Outpatient - Therapy Session ’

marital/family Therapy ’ 

Individual Outpatient - Speech Therapy ’ 

Group Outpatient - Group Therapy’, ’ 

Group Outpatient - Medication Maintenance 

Group Outpatient - Speech TherapyI 


Effective for dates of service on or after October1, 1999, individual and 

group therapy are limited to four (4) units per day. One unit equals 

minutes. Evaluations are limited to four (4) units per State Fiscal Year 

(July 1 through June 30). One unit equals 30 minutes. Extensions of the 

benefit limits will be provided if medically necessary for eligible Medicaid 

recipients under age 2 1. 


Effective April 1,  2000, theseservicesrequirepriorauthorization f o r  

eligible Medicaid recipients age 21 and over to determine and verify the 

patient’s need for services. 


Effective April 1 ,  2002, these services require prior authorization !or 
eligible medicaid recipients under age 21 to determine and verify the 
patient’s need for services. 

15 
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STATE PLAN UNDER TITLE X IX OF THE social SECURITY ACT 
MEDICAL ASSISTANCE P p r o g r a m  
STATE ARKANSAS 

a t t a c h m e n t  3.1-A 
Page 6b 

AMOUNT, DURATION AND SCOPE OF 
PROVIDED SERVICES April 1.2002 

CATEGORICALLY NEEDY 

13. 	 Other diagnostic, screening,preventive and rehabilitative services, i.e., other than those provided elsewhere 
in this plan. (Continued) 

d. ServicesRehabilitative (Continued) 

1. RehabilitativeServicesforPersons with MentalIllness(RSPMI) - (Continued) 

Dayb. Acute Treatment I 

RSPMIC. Restricted Services 

and0 Assessment-Reassessment Plan ofCare 
Stabilization0 Crisis Intervention I 

0 On-SiteIntervention I,’ 

0 Off-SiteIntervention ‘e’  

0 Rehabilitation Day Services 

RSPMId. Other Services 

Crisis Intervention 

Physical Examination 

Medication Maintenance by a Physician 

Periodic Reviewof Plan of Care 

Routine Venipuncture for Collectionof Specimen 

Catheterization for Collection of Specimen 

Collateral Intervention ’ 

Inpatient Visits in Acute Care Hospitals by Board Certified 

Psychiatrists 


I 	 Effective April 1, 2000, theseservicesrequirepriorauthorization lor 
eligible Medicaid recipients age 2 1 and over to determine and verify the 
patient’s need for services. 

7 Effective April I ,  2002, these services require prior authorizationf o r  
eligible Medicaid recipients underage 21 to determine and verify the. 
patient’s need for services. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

a t t a c h m e n t  3.1-B 
Page 2m 

AMOUNT, DURATION a n d  SCOPE OF 
SERVICES PROVIDED April Revised: 1,2002 

MEDICALLY NEEDY 

4.b.EarlyandPeriodicScreeningandDiagnosis of Individuals Under 21 Years of Age,andTreatment of 
Conditions Found. (Continued) 

(13) psychology Services 

(1) Services are limited to eligible Medicaid recipients in the Child Health Services (EPSDT) 

Program. 

(2) Servicesmustbeprovidedbyalicensedpsychologistandprescribedbyaphysician. 

Outpatient Psychology services areas follows: 

a. Diagnosis 

b.Diagnosis - Psychological test/evaluation 

TestingC. Diagnosis - Psychological Battery 

d. Interpretation of Diagnosis 

e.ManagementCrisis Visit 

f. IndividualOutpatient - Therapy Session* 

g. marital/family Therapy" 

h. Outpatient - Collateral Services*Individual 

Outpatient - GroupI .  Group Therapy* 

* Effective April 1,2002, these services require prior authorization for eligible medicaid 

recipients under age 21 to determine and verify the patient's need for services. 
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STATE ARKANSAS 

AMOUNT, DURATION AND SCOPEOF 
SERVICES PROVIDED Revised: April 1,2002 

MEDICALLY NEEDY 

4b. 	 Early and Periodic Screening and Diagnosis of Individuals Under 2 1 Years of Age, and Treatment of 
Conditions Found. (Continued) 

Services18. Rehabilitative (continued) 

Mental Services1. School-Based Health (continued) 

Servicesf. Covered (continued) 

5 .  	 Crisis Management Visit - An unscheduleddirectservicecontactbetween 
an identified patient and school-based mental health services provider 
personnel for the purpose of preventing an inappropriateor more restrictive 
placement. 

6. 	 Individual Outpatient* - TherapySession - Scheduled individual outpatient 
care provided by school-based mental health services provider personnel 
to a patient for the purposesof treatment and remediation of a condition 
described in DSM-IV and subsequent revisions. 

7. 	 marital/family Therapy* - Treatmentprovidedtotwoormore family 
members and conducted by school-based mental health services provider 
personnel. The purpose of this service is the treatment and remediationof 
the recipient’s psychiatric condition and must address marital/family issues 
that have a direct impact on the symptoms experiencedby the recipient. 

8. 	 IndividualOutpatient* - CollateralServices - Aface to facecontact by 
school-based mental healthservicesproviderpersonnelwithother 
professionals, caregivers or other parties on behalfof an identified patient 
to obtainrelevantinformationnecessarytothepatient’sassessment. 
evaluation and treatment. 

9. 	 GroupOutpatient* - GroupTherapy - Adirectservicecontact between ;I 

groupofpatients and school-based mental healthservicesprovider 
personnel for the purposes of treatment and remediation of a psychiatric 
condition. 

* 	 Effective April 1,2002, these services require prior authorization for ,edocaod 
medicaid recipients under age21 to determine and verify the patient’sneed tot 
services. 

SUPERSEDES: TN-
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STATE PLAN UNDER TITLE X IX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE P ROGRAR.1 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPEOF 
SERVICES PROVIDED 

MEDICALLY NEEDY 

4b. 	 EarlyandPeriodicScreeningandDiagnosisofIndividualsUnder 21 YearsofAge,andTreatment of 
Conditions Found. (Continued) 

19. RehabilitativeServicesforChildren(Continued) 

(4) 	 A statement of the persons responsible for implementing the plan of care: 
and 

( 5 )  	 A statement of the functional outcomes expected to be achieved though the 
provision of services and supports. 

2. 	 Therapeutic Foster Care - This residential service is provided to children whose plan of care 
indicates a need for a structured and consistent home environment in order to learn to 
manage their behavior. This twenty-four hour service consists offace-to-face interventions 
with a child to assist the child in understanding the consequencesof inappropriate behaviors 
and adhering to a behavioral routine which minimizes inappropriate behaviors and their 
consequences. This service is provided for the purpose of the development, restoration. 
and/ormaintenance ofthechild’smental or emotionalgrowthandthedevelopment, 
restoration, and/or maintenance of theskillstomanage hisher mental or emotional 
condition. 

3 .  	 ResidentialTreatment - Thisresidentialserviceprovidestwenty-four hour treatment to 
children whose psychological or emotional problems related to neglect andor abuse canbest 
be restored byresidentialtreatment in accordancewiththe child’s plan of care. The 
objective of this service is to assist the child in improving or maintaining hisher highest 
functioning level through individual and group therapeutic interventions to improve or 
maintain the skills needed to safely and securely interact with other persons, through 
symptom management to allow the child to identify and minimize the negative effectsof 
psychiatric or emotional symptoms which interfere with the child’s personal development 
and community integration, and through supportive counseling with a child to develop. 
restore and/or maintain the child’s mental or emotional growth. 

PROVIDER qualification 

Rehabilitative services for children will be provided only through qualified provider agencies. 
Qualified provider agencies must meet the following rehabilitative services for children criteria: 

1.  	 have t i d l  access to all pertinent records concerning the child’sneeds for services including 
records ofthe Arkansas District Courts, local Children’s Service Agencies. and State Child 
and Family Services Agency, 
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MEDICALLY NEEDY 
4b.Early	andPeriodicScreening andDiagnosisofIndividualsUnder 21 Yearsof a g e  andTreatment of 

Conditions Found. (Continued) 

20. RehabilitativeServices to Youth(Continued) 

2. 	 Therapy* - This non-residential service providesforatherapeuticrelationshipbetween the 
clientanda“qualifiedtherapist” for the purposeofaccomplishingchanges that are 
identified as goals in the case plan through the use of various counseling techniques. 
Services to specific individuals include: 

(a) Individual therapy,* 
(b)therapy,*Group 
(c)Familytherapy*(youthincluded), and 
(d)Consultationwiththereferralsource. 

Qualifiedtherapistisdefined as aMaster’slevelprofessional or Bachelor’s level 
professional supervised by a Master’s level clinician, or a Master’s level psychologist 
supervised by a Ph. D. level psychologist who is licensedin the State of Arkansasin either 
psychology, social work or professional counseling. To be considered as a “Qualified 
Therapist” the individual must be in good standing before the board towhich he or she is 
licensed. 

3.  Emergency provides whoseShelter - This residential service services for youth 
circumstances or behavioral problems necessitate immediate removal fromtheir homes or 
for youth released from a youth services facility who need temporary placement in the 
community until longterm residential arrangements can be made. EmergencyShelter 
services include: 

(a)Additionalevaluationof the natureandextentof a youth’semotionaland 
behavioral problems,includingsocialassessmentpsychological evaluation. 
psychiatric evaluation and consultation withthe referring agency, and 

(b) Interventions to address the youth’semotionalandbehavioral problems. 

The extent and depth of services provided to a youth in the Emergency Shelter program 
depends upon the individual needs ofthe youth and the referral source. 

* 	EffectiveApril 1, 2002, these servicesrequirepriorauthorizationforeligiblemedicaid 
recipients under age 21 to determine and verify the patient’s need for services. 



a t t a c h m e n t  3.1-B 
Page 2vvvv 

Revised: April 1,2002 

STATE PLAN UNDER TITLE XIX OF THE social SECURITY ACT 
m e d i c a l  ASSISTANCE PROGRAM 
STATE ARKANSAS 

a m o u n t  DURATION AND SCOPEOF 
SERVICES PROVIDED 

MEDICALLY NEEDY 

4b.Early	and PeriodicScreeningandDiagnosis of IndividualsUnder 21 YearsofAge,andTreatment of 
Conditions Found. (Continued) 

20. RehabilitativeServices to Youth(Continued) 

4. 	 TherapeuticFosterCare - This residentialserviceprovidesintensivetherapeuticcare for 
childrenprovidedin family homeswhichoperatewithinacomprehensiveresidential 
treatment system or as an adjunct to a mental health treatment program and for which a 
service feeis paid to specially trained foster families. Care givers who provide this service 
in their homes, if not specially trained, are specifically qualified to provide the service 
because they have an educational or a professional background that attests to qualification 
equal to or greater than that of care givers who have received special training. Childrento 
whom this service is provided have physical, emotional, or behavioral problems which 
cannot be remedied in their own home, in a routine foster parenting situation, or in a 
residential program. 

5 .  	 TherapeuticGroup Home - Thisresidentialserviceprovidestwenty-fourhourintensive 
therapeutic care provided in a small group home setting for youth with emotionaland/or 
behavior problems which cannot be remediedby less intensive treatment, as diagnosedby 
a qualified professional. The program is offered to prepare a juvenile for less intensive 
treatment, independent living, or to return to the community. 

6. 	 Residential Treatment - This residential service provides twenty-four hour treatment service 
available for up to oneyearforeachindividual,foryouthwhoseemotionaland/or 
behavioral problems, as diagnosed by a qualified professional, cannot be remedied in his or 
her own home. Residential Treatment services require the formulation and implementation 
of an individualized treatment plan with time-framed, measurable objectives for each youth. 

Qualified professional is defined as aMaster's level professional or Bachelor's level 
professional supervised by a Master's level clinician, or a Master's level psychologist 
supervised by a Ph. D. level psychologist who is licensed in the State of Arkansas in either 
psychology, social work or professionalcounseling. To be considered as a qualified 
professional the individual must be in good standing before the board to which he or she 
is licensed. 
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AMOUNT, d u r a t i o n  N AND SCOPEOF 
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4b. 	 EarlyandPeriodicScreeningand Diagnosis of Individuals Under21Years of Age,andTreatment of 
Conditions Found. (Continued) 

2 1. OtherLicensedPractitioners 

Certified Social Worker1. Licensed (LCSW) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 1 in the Child Health 
Services (EPSDT) Program. 

b. 	 Servicesmustbeprovided by a licensed certified social worker (LCSW)who has 
a Master’s degreein social work from a graduate schoolof social work accredited 
by the Council on Social Work Education (CSWE). The LCSW must be State 
licensed and certified to practice as aLicensed Certified Social Worker (LCSW)in 
theState of Arkansasand in good standingwiththeArkansasSocialWork 
Licensing Board. 

C. 	 A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary. Covered outpatientLCSW services are: 
1. Diagnosis 
2. Interpretation of Diagnosis 
3. Crisis Management Visit 
4. Individual Outpatient - Therapy Session” 
5. marital/family Therapy* 
6. Individual Outpatient - Collateral Services* 
7. Group Outpatient - Group Therapy* 

2. Licensed Professional Counselors(LPC) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 1 in the Child Health 
Services (EPSDT) Program. 

b. 	 Services mustbeprovided by a licensed professionalcounselor (LPC) who must 
possess a Master’s degree in mental health counseling from an accredited college 
or university. The LPC must be licensed as a Licensed Professional Counselor and 
be in good standingwith the Arkansas Board of Examiners in Counseling. 

C.  	 A referral must bemade by a Medicaidenrolledphysiciandocumentingmedical 
necessity. Covered outpatient LPC services are: 

.wi-=--.->-*

1. Diagnosis 
2. Interpretation of Diagnosis 
3 .  Crisis Management Visit 
4. Individual Outpatient - therapySession* appv’d12-21-01 -01 

04-01-02 (-0%5 .  Marital/FamilyTherapy* ATE EFF __.-___.II_.____C_I_.
6. 	individual outpatient - collateral Service 79 AR-01-35--.7. G r o u p  outpatient - Group therapy* _D_L 

SUPERSEDES: TN- 7 
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4b. 	 EarlyandPeriodicScreening and DiagnosisofIndividualsUnder 21 Years of Age,andTreatment of 
Conditions Found. (Continued) 

2 1. OtherLicensedPractitioners(Continued) 

3.  LicensedMarriageandFamilyTherapist(LMFT) 

a. 	 Services are limited to Medicaid eligible recipients under age 2 1 in the Child Health 
Services (EPSDT) Program. 

b. 	 Services must be provided by a licensed marriage and family therapist (LMFT) who 
must possess a Master's degree in mental health counseling from an accredited 
college or university. The LMFT must be licensed as a Licensed Marriage and 
Family Therapist and in good standing withthe Arkansas Board of Examinersin 
Counseling. 

C. A referral must be made by a Medicaid enrolled physician documenting services are 
medically necessary. Covered outpatient LMFT services are: 

1. Diagnosis 
2. Interpretation of Diagnosis 
3. Crisis Management Visit 
4. Individual Outpatient - Therapy Session* 
5 .  marital/family Therapy" 
6. Individual Outpatient - Collateral Services* 
7. Group Outpatient - Group Therapy* 

22. MedicalSupplies 

1 .  MIC-KEY Skin Level GastrostomyTubeandSupplies 

Effective for dates of serviceon or afterSeptember 1, 2000 MIC-KEYSkin Level 
Gastrostomy Tube and Supplies are covered for Medicaid eligible recipients under age2 1. 
Services require prior authorization. The MIC-KEY kit is limited to two (2) per State Fiscal 
Year. Benefit extensions will be considered on a case by case basis based on medical 
necessity. 

* 	 Effective April 1 ,  2002, these services require prior authorization for eligible medicaid recipients 
under age 2 1 to determine and verify the patient's need for services. 
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13. 	 Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere 
in this plan. (Continued) 

services - Notb. 	 Screening Provided. 

services - NotC. Preventive Provided. 

d. ServicesRehabilitative 

1. RehabilitativeServices for PersonswithMentalIllness(RSPMI) 

a.OutpatientAcute Services 

0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


I 

2 

3 

Diagnosis 

Diagnosis - Psychological Test/Evaluation 

Diagnosis - Psychological Testing Battery 

Treatment Plan 

Interpretation of Diagnosis 

Diagnosis - Speech Evaluation 

Individual Outpatient - Therapy Session’2 

marital/family Therapy 

Individual Outpatient - Speech Therapy ’ 

Group Outpatient - Group Therapy*J 

Group Outpatient - Medication Maintenance 

Group Outpatient - Speech Therapy 


Effective for dates of service on or after October 1, 1999, individual and 

group therapy are limited to four (4) units per day. One unit equals 15 

minutes. Evaluations are limited to four (4) units per State Fiscal Year 

(July 1 through June 30). One unit equals 30 minutes. Extensions of the 

benefit limits will be provided if medically necessary for eligible Medicaid 

recipients under age 1. 


Effective April 1, 2000,theseservicesrequirepriorauthorization for  

eligible Medicaid recipients age 21 and over to determine and verify the 

patient’s need for services. 


EffectiveApril 1 ,  2002, theseservicesrequirepriorauthorizationfor 

eligible medicaid recipients under age 21 to determine and verify the 
patient’s need for services. 
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13. 	 Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those provided elsewhere 
in this plan. (Continued) 

d. ServicesRehabilitative (Continued) 

1. 	 RehabilitativeServices for PersonswithMentalIllness(RSPMI) - (Continued) 

Dayb. 	 Acute Treatment I 

RSPMIC. Restricted Services 

0 


0 


0 


0 


0 


d. RSPMIOther Services 

I 


andAssessment-Reassessment Plan ofCare 
CrisisStabilization Intervention I 

On-Site Intervention 1.2 

Off-Site Intervention 
Rehabilitation DayServices 

Crisis Intervention 

Physical Examination 

Medication Maintenanceby a PhysicianI 


Periodic Review of Plan of Care 

Routine Venipuncturefor Collection of Specimen 

Catheterization for Collection of Specimen 

Collateral Intervention 

Inpatient Visits in Acute Care Hospitals by Board Certified 

Psychiatrists 


Effective April 1, 2000, these servicesrequirepriorauthorization for 

eligible Medicaid recipients age 2 1 and over to determine andverify the 

patient's need for services. 

1 
 Effective April 1,2002, these services require prior authorization for 
eligible Medicaid recipients under age 21 to determine and verify the 
patient's need for services. 



'c Regional  Administrator,  

Number 

0 Associate 


December 2 1,2001 

Our Reference: SPA-AR-01-351-35 

Mr. Ray Hanley Director 

Division of Medical ServicesSlot 1103
-

Arkansas Department of Human Services 

Post OfficeBox 1437 

Little Rock, Arkansas 72203-1437 


DEPARTMENTOF HEALTH& HUMANSERVICES 
Centersfor Medicare & Medicaid Sewices 

Calvin G Cline 
Medicaid State Operationsand 

1301Young Street, Room 827 
Dallas,Texas 75202 

Phone (214) 767-6301 
Fax (214) 7674270 

Dear Mr. Hanley: 

We have enclosed a copy of HCFA-179, Transmittal 01-35, dated November 30,2001. 
This amendment requires prior authorization for outpatient mental health services for recipients 
under age 2 1. 

We have approved the amendment for incorporation into the official Arkansas State Plan 
effective April1,2002. If you have any questions, please call Bill Brooks at(214) 767-4461. 

Sincerely, d -Calvin G. Clineuwfi 

Associate Regional Administrator 

Division of Medicaid and State Operations 


Enclosure 

cc: ElliottWeisman, CMSO 
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